The end of 2019 saw the first cases of pneumonia of unidentified origin being reported by the Chinese government in Wuhan, China,[@bib1] with confirmed human-to-human transmission to healthcare workers on January 12, 2020.[@bib2] This was met with a swift response by public health and scientific communities, uncovering its etiology to be a novel RNA beta-coronavirus.[@bib3] Its genome has since been sequenced, with Zhu and colleagues[@bib4] reporting a 75% to 80% similarity to the 2003 Severe Acute Respiratory Syndrome coronavirus. The coronavirus disease (COVID-19) outbreak has since caused a global pandemic, with 896,450 confirmed cases and an unprecedented death toll of 45,526 people.[@bib5]

With the pervasive spread of COVID-19, surgeons will invariably be intertwined and profoundly affected in many areas. Potential exposure to COVID-19 may arise from reviewing patients with surgical complaints in the emergency department, some of whom may have incidental suspicious chest x-ray findings and awaiting COVID-19 swab confirmation, encountering patients with recent travel history in the specialist outpatient clinics, and being exposed to blood or aerosol in the operating theater that may be contaminated with the virus. As such, it is timely for us to reflect on what it takes to be a surgeon in the pandemic era.

 {#sec1}

Wisdom in rationalizing resources {#sec1.1}
---------------------------------

This article, by Ahmed and coauthors,[@bib6] is highly relevant and topical and summarizes their surgical department\'s response as the major supporting stakeholder to the National Center for Infectious Disease (NCID) at the epicenter of the Singapore\'s battle against COVID-19, where the majority of COVID-19 positive patients are cohorted. Pertinent points that are raised include resource management and use of personal protective equipment (PPE) that is institution-specific. Notably, there are currently detailed guidelines from national and international organizations[@bib7], [@bib8], [@bib9] pertaining to this topic that are freely available online and any surgeon can access. Cancer surgery is generally prioritized in view of possible disease progression, but due consideration should be given to other conditions from the perspective of loss of a window of opportunity for intervention, loss of livelihood, and prolonged pain and suffering. There is no "one size fits all" guideline that can be appropriate to every situation, and it is imperative that the surgeon exercises wisdom and discretion in rationalizing surgery in the patient\'s best interest.

Transdisciplinary training {#sec1.2}
--------------------------

There is a need to cohort and centralize the care of COVID-19 patients, especially those who require intensive care support, to enable more efficient use of resources and deployment of specialist care for this group of patients. There will also be a need for other healthcare institutions to contribute manpower to support these specialized infectious disease centers. My institution, which is situated in the north of Singapore, has similarly been contributing junior manpower in phases to the NCID and is functioning with a lean manpower capacity. This, coupled with the rising number of COVID-19--related cases filling up hospital beds, places a significant workload strain on our physician colleagues. Additional surgical wards are being converted to pneumonia cohort wards, and surgeons are being trained to run some of them. It is likely that as the COVID-19 crisis evolves, surgeons will be increasingly tasked with other administrative or frontline roles that require one to adapt and adopt an open mindset. The need for transdisciplinary training and cross coverage has never been more pressing until the current crisis, and surgeons must be ready to step up and out of our comfort zone.

Team morale {#sec1.3}
-----------

Ahmed and associates[@bib6] also raised the point of team morale, with his institution\'s leadership leading by example and being rostered to the frontline, regardless of hierarchy. While this gesture is commendable, it should be weighed in the context of the risk-to-benefit ratio of potentially exposing to the disease a senior member of the institution, whose role may not be easily replaceable in the event of downtime and potentially creating more harm to the situation. The contribution of senior leadership in administrative roles and decision making is equally vital, especially when the burden of decisions affects the lives of countless fellow colleagues, healthcare workers, and their families. Alternatively, the surgeon could raise team morale via careful manpower planning, with an adequate work rest cycle, and by giving junior members of the team time off to spend with their loved ones and family.

Unity in isolation {#sec1.4}
------------------

The need to seek unity as one healthcare unit is the irony amidst the social distancing and isolation that we must now observe. The current crisis is tantamount to a test of the department and institution on all fronts, from social capital to clinical governance. Constructive feedback and communication should be encouraged, but open dissent and conflict will only serve to create chaos and confusion, and hamper the ability of the system to function and protect the needs of our patients and fellow healthcare workers. Trust in the institution and system to prioritize its staff welfare and safety remains core and vital to achieving unity.

Seeking the silver lining in the crisis {#sec1.5}
---------------------------------------

It is inevitable that the pandemic era is accompanied by an avalanche of drastic changes to our surgical practice. Although the inconveniences may be profound in many ways, change is a friend of innovation, and it is during extraordinary times that practice and behavior evolve, and innovative solutions to problems are born. As Ahmed and colleagues[@bib6] allude to in this study, restructuring of surgical teams and shiftwork with leaner manpower capacity are redefining how surgical departments operate more efficiently, and the use of teleconferencing and telemedicine are further entrenched in our practice as we navigate this pandemic. With the tsunami of COVID-19 cases, it is likely that some among us may have to self-isolate or even be on home quarantine for various reasons. For some surgeons, perhaps this period of self-isolation may be a unique opportunity to complete research they could never find time for amidst clinical work; for the trainee, it may be time to read the surgical textbook that has been left untouched, or for some, it may simply be an opportunity for self-reflection and to delve into the deeper meaning of being the right surgeon in the wrong era.

As we rise to the challenges ahead of us, the traditional role of the surgeon remains crucial, and delivery of quality emergency and urgent surgical care must continue. The road ahead may be long and arduous, but with resilience, we will eventually emerge from this crisis triumphant and will redefine our roles as surgeons for many generations to come.
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